Introduction and Aim Management of spontaneous pneumothorax is predominantly inpatient based despite availability of devices which facilitate ambulatory management. At our institution most patients meeting predefined criteria have outpatient management. We aimed to assess the effectiveness of ambulatory management of SSP. Methods Data on all secondary spontaneous pneumothorax patients presenting to the emergency department between September 2014 and June 2017 was prospectively recorded. Patients were initially managed by the emergency department practitioners, usually with insertion of a Rocket seldinger (size 12 F) chest drain. They were then referred to the respiratory team at the earliest opportunity. Patients meeting eligibility criteria (age 16-80, WHO performance status 0-1 and no coexisting condition requiring admission) had their underwater seal replaced with a Pneumostat valve (Atrium Medical Corporation) which was connected to their chest drain. They were then discharged from hospital with reviews on alternate days on the ambulatory care unit. Chest drains were removed once air leakage had stopped for 24 hours. Suction was not employed. Patients with a persistent air leak were referred to the thoracic surgeons on day five and were admitted electively from home for surgery with chest drains in-situ.
Abstract S131 Background Traumatic pneumothoraces are a common consequence of major trauma. Despite this, there is a paucity of literature regarding their optimal management, including the role of conservative treatment. The aim of this study was to assess the treatment, complications and outcomes of traumatic pneumothoraces in patients presenting to a Major Trauma Centre.
Methods The prospectively collected Trauma Audit : and Research Network (TARN) database was used to identify all patients presenting with traumatic pneumothoraces to a UK Major Trauma Centre from April 2012 to December 2016. Demographics, mechanism of injury, injury severity score (ISS), management and outcomes were analysed. Results 602 patients were included in study period. Mean age 48 (SD 22) with 73% male. Mean ISS was 26 and inpatient mortality 9%. Of the 602 traumatic pneumothoraces, 277/602 (46%) were initially treated conservatively. 252/277 (90%) of this cohort did not require subsequent chest tube insertion, including the majority, 56/62 (90%), of patients on admission positive pressure ventilation (PPV). Hazard ratio for failure of conservative management showed no difference between the ventilated and non-ventilated patients (HR 1.1 p 0.84). Only the presence of large hemothorax was associated with increased likelihood of failure of conservative management. Conclusions In the largest observational study of traumatic pneumothoraces published to date, over 90% of patients whose pneumothorax was managed conservatively never required subsequent tube drainage. Importantly, this also applies to patients requiring PPV, with no significant increased risk of failure of expectant management. This data supports a role for conservative management in traumatic pneumothoraces. 
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